
Cornwall Street + 
Medical Centre 

PROVIDED BY UQ HEALTH CARE 

New Patient Registration Form 

We need this information to provide the best quality care. This form complies with the RACGP Standards for general 

practices (5th edition). This means your personal health information is kept private and secure, as required by federal 

and state privacy laws. If you have concerns, please leave blank and discuss with your GP. Please notify us promptly of 

any changes in your contact details. Accurate contact details help us identify you and your medical records, and allow 

us to contact you promptly about tests and results 

Title Dor □ Prof □ Mr □ Mrs D Miss □ Ms D Master 

Surname Date of birth 
-- I -- I ---

First name/s 

D Male D Gender diverse 

D Female D Transgender man 
D Female 

Birth sex D Male Gender identity 

D lntersex 

D Non-binary D Transgender 

D Other 

Pronouns: 

Knowing your cultural background can help us provide healthcare that meets your individual 
needs. 

Are you of Aboriginal or Torres Strait Islander origin?

□ No D Yes. Aboriginal D Yes. Torres Strait Islander

D Yes, both Aboriginal and Torres Strait Islander
Cultural background 

Other cultural background (e.g. Mediterranean, Asian. African):

Country of birth: 

Is English your first language? □ Yes 0 No

If not, do you require an interpreter? □Yes □ No

Please specify language:

Occupation 

Street address 

Suburb I Postcode: 

Postal address D Same as above 

Home phone I Work phone 

Mobile phone 

Email 

Medicare Card 
----------

Ref no. : Expiry date: 
-

I 
-

Pensioner Card 
----------

Expiry date: 
-

I 
- I --

Health Care Card 
----------

Expiry date: 
-

I 
-

I 
- -

DVA Card 
----------

Expiry date: _/_/_ 

*OSHC/Student #
Expiry date: I I 

'Overseas Health Care 
- - - -

First Name: Surname: Phone: 
Next of kin 

Relationship to you 

First Name: Surname: Phone: 
Emergency contact? 

Relationship to you 





 

 



Do you drink alcohol? 

D Never D Occasionally D Moderately D Heavy 

Days per week _____ _ Days per month ______ _ Standard drinks per day _____ _ 

Height and weight 

Height (cm) Current weight (kg) _______ _ 

Relevant past medical history 

Family medical history 

Is your mother alive? 

D Yes □ No □ Unknown

Age of death: _ _ _ _ _ _ __ Cause of death: ______________________________ _ 

Is your father alive?

D Yes D No D Unknown 

Age of death: _ _ _ _ _ _ __ Cause of death: ______________________________ _ 

Significant family history 

Mother: 

D Diabetes D Hypertension D Heart Disease D Stroke D Colon Cancer D Depression/mental ill health 

D Breast cancer 

Father: 

D Diabetes D Hypertension D Heart Disease □ stroke D Colon Cancer D Depression/mental ill health 
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